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To effectively manage the health of older high-risk patients, health care organizations need to adopt
strategies that go beyond the doctor's ofﬁce and into patients' homes and communities. Community-
based organizations (CBOs) are important underutilized partners in activating and providing the re-
sources necessary to deliver coordinated, culturally-tailored services to older individuals. This paper
describes the process and preliminary results of creating and implementing a “Wellness Pathway” to
improve the health of older individuals by coordinating care between health care providers and CBOs,
such as senior centers. The Wellness Pathway provides a mechanismwhereby health care providers refer
patients to programs at the senior center, and senior center staff members refer patients for urgent or
primary care services at the health care provider organization. The aim of the project was to determine
whether the creation of the Wellness Pathway through the health care provider and CBO education and
engagement is feasible and to identify challenges in scalability. During the 6 month study period, 25
patients were referred through the Wellness Pathway, and six patients acted on the referral. Stakeholders
at both organizations were interviewed to obtain detailed information regarding their experiences with,
and perceptions of, the Wellness Pathway. Patients and providers who participated in the pilot believe
that it has the potential to positively impact the health of older patients and is worth continuing. The
primary challenges that arose in the implementation of the Wellness Pathway resulted from inadequate
levels of health care provider and staff engagement and from lagging patient recruitment.
Copyright © 2015, Asia Paciﬁc League of Clinical Gerontology & Geriatrics. Published by Elsevier Taiwan
LLC.  Open access under CC BY-NC-ND license.1. Introduction
New models of health care delivery, such as the Accountable
Care Organization (ACO), reﬂect a changing ideology towards
“population-based” health care which incentivizes providers to
maximize outcomes instead of volume.1 This paradigm shiftLos Angeles, Department of
od Johnson Clinical Scholars
90024, USA.
).
linical Gerontology & Geriatrics. Prequires the development of innovative strategies to coordinate
care, address social determinants of health, and encourage patient
engagement in health. This is particularly true for vulnerable pa-
tient populations, such as frail elderly with multiple comorbidities,
who tend to be the highest and most costly utilizers of care.2
Community-based organizations (CBOs) can be important
partners in activating and providing the resources necessary to
deliver coordinated, culturally-tailored services to older in-
dividuals. Given their accessibility, affordability, and familiarity,
CBOs (such as senior centers) provide a unique platform for
reaching and engaging seniors. Unfortunately, in mostublished by Elsevier Taiwan LLC. Open access under CC BY-NC-ND license.
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care delivery system. Barriers to meaningful providerecommunity
partnerships include lack of provider awareness of community
resources, reimbursement challenges, and ill-deﬁned relationships
between providers and CBOs. Consequently, health care providers
infrequently refer patients to CBOs, despite the resources that may
be available to help patients manage chronic conditions and
experience healthy aging in their communities.3 Similarly, most
CBOs provide aging and social services without strategically coor-
dinating with health care providers, failing to capture an oppor-
tunity to link vulnerable seniors with providers who may play a
critical role in improving health and quality of life.
In an effort to bridge the gap between health care providers and
CBOs, we organized the development of a bidirectional referral
pathway between a community health center (provider organiza-
tion) and a senior center (CBO), which focused on improving the
health and wellness of community-dwelling seniors. The objective
of the project was to determinewhether the creation of a “Wellness
Pathway” through the health care provider and CBO education and
engagement was feasible and to identify challenges in
implementation.
2. Methods
The study was designed as a feasibility study using semi-
structured interviews of stakeholders and participation data to
assess the success of implementation. Feasibility studies are relied
on to produce a set of ﬁndings that help determine whether an
intervention should be recommended for efﬁcacy testing.4 In this
study, feasibility refers to whether this program will be accepted,
demanded, adapted, integrated, and expanded by stakeholders. We
assessed this in terms of number of patients referred/enrolled in
services and stakeholder perception of barriers to implementation
and expansion. The primary outcomes of the study were number of
patients referred, number of patients enrolled in services, and
number of patients receiving services or completing the evidence-
based program (EBP).
2.1. Description of the program
The Wellness Pathway is a bidirectional referral pathway
implemented between one senior center and one health center in
the greater Los Angeles area. Through theWellness Pathway, senior
center staff members were encouraged to refer patients for urgent
care or primary care at the health center, and health care providers
at the health center were encouraged to refer patients to the senior
center to participate in health-promoting EBPs. We considered a
referral to be madewhen a senior center staff member suggested to
a senior at the multipurpose senior center that he/she seek care at
the health center or when a health center staff member suggested
(either in-person or via a mailed ﬂier) that a patient at the health
center attend an EBP at the senior center. Patients decided inde-
pendently whether to seek the recommended services. In order to
be eligible for participation in the Wellness Pathway, patients had
to be over the age of 60 years and have at least two chronic medical
conditions.
EBPs are health promotion workshops that have been shown to
improve patient outcomes such as quality of life, decreased hos-
pitalizations, and reduced health care expenditures.5,6 EBPs pro-
mote patient engagement on an ongoing basis by teaching patients
disease self-management tools, improving self-efﬁcacy, and
providing social support. The EBP that patients in this pilot were
referred to was entitled “Tomando Control de Su Salud” (Take
Control of Your Health) created by the Stanford Patient Education
Research Center, which is a workshop that is taught in Spanish(without a translator) for 2.5 hours weekly for 6 weeks. Spanish-
speaking people with different chronic health problems attend
classes together. Classes cover the following topics: (1) healthy
eating; (2) appropriate exercise for maintaining and improving
strength, ﬂexibility, and endurance; (3) managing depression; (4)
appropriate use of medications; (5) communicating effectivelywith
family, friends, and health professionals; (6) relaxation techniques;
(7) appropriate use of the health care system; (8) how to evaluate
new treatments; and (9) better breathing.7
2.2. Organizational context
The need for the Wellness Pathway was conceived of by the Los
Angeles Community Academic Partnership for Research in Aging
(L.A. CAPRA) team. L.A. CAPRA is a collaboration between the Uni-
versity of California Los Angeles (UCLA), the City of Los Angeles
Department of Aging (DOA), Partners in Care Foundation, L.A.
County Community and Senior Services, and a diverse group of
CBOs.
For this project, L.A. CAPRA partnered with two organizations,
speciﬁcally St. Barnabas Senior Services (SBSS) and Queens Care
Health Centers (QCHC). SBSS is a nonproﬁt organization dedicated
to promoting healthy aging, prolonging independence, and
enhancing dignity for older adults. It serves > 8000 seniors each
year in multiethnic, low-income, and densely-populated areas in
Los Angeles. QCHC is an independent nonproﬁt corporation, con-
sisting of six health centers spread across Los Angeles County.
QCHC is focused on serving a growing number of medically-
uninsured, Medi-Cal (the term for Medicaid in California), and
Medicare patients regardless of their ability to pay for services. The
QCHC Hollywood site was targeted in this pilot, and this location is
approximately 3 miles (a 15 minute drive in typical trafﬁc) from the
SBSS senior center.
2.3. Implementation and assessment
The Wellness Pathway was opened to referrals in January 2014.
L.A. CAPRA supplied referral and tracking forms to both sites to
facilitate documentation of patient demographics, insurance status
(private, Medicare, Medi-Cal or uninsured), date of referral, time of
enrollment in EBP or time of health care provider encounter.
Six months following implementation of the Wellness Pathway,
L.A. CAPRA interviewed seven key stakeholders at both organiza-
tions to obtain detailed information regarding their experiences
with and perceptions of the Wellness Pathway. Interviewees and
their roles within their respective organizations are shown in
Figure 1. Each interviewee received a $25 gift card and written
informed consent was waived.
Interviews were conducted by a primary research investigator.
Interviews were semistructured and lasted 30e45 minutes. In-
terviewees were asked to describe the following: the process of
implementation and execution; facilitators and barriers to imple-
menting and sustaining the program; the relationship between the
organizations; and patient and provider perceptions of the
Pathway. The questions were open-ended and designed to reveal
what is most important to understand about theWellness Pathway.
Interview transcripts were reviewed and common themes were
identiﬁed using the ﬁve step method of interview analysis devel-
oped by McCracken for long interviews.8 This method involves
reading the interview transcripts and identifying ﬁnite ideas pre-
sented by the interviewee, organizing the ideas into descriptive
categories, identifying connections between categories, and iden-
tifying underlying themes that encompass the categories. This
project was approved by the Institutional Review Board (University
of California-Los Angeles) at our associated institution.
Figure 1. Organizational structure of St. Barnabas Senior Services and Queens Care Health Centers. Interviewees are designated with dotted boxes. L.A. CAPRA ¼ Los Angeles
Community Academic Partnership for Research in Aging. SBSS ¼ St. Barnabas Senior Services.
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3.1. Programmatic results
During the 6 month study period, 25 patients were referred
from QCHC to SBSS for an EBP, and six of them enrolled and
participated in an EBP course. Across the study population, all
participants were Latino, 84% were female, 60% were enrolled in
Medi-Cal, and 40% were enrolled in Medicare. Among the six pa-
tients who completed EBPs, patients had an average age of 65.5
years, all were Latino, four were female, four were enrolled only in
Medi-Cal, one was dually-enrolled in Medi-Cal and Medicare, and
one was uninsured. Due to a lack of willingness on the part of pa-
tients to travel to the senior center for the EBP classes, the location
of the EBP classes was changed to QCHC. Of those six patients who
participated, all of them successfully completed at least four of the
six EBP classes. No patients were referred from SBSS to QCHC for
health care during the pilot period.3.2. Interview results
Twelve months following rollout of the Wellness Pathway, in-
depth interviews with stakeholders revealed the following themes.
(1) Participants engaged in and enjoyed the EBP classes. Class in-
structors noted that there was strong evidence of patient
buy-in of the EBPs; for instance, when patients needed to
miss a class, they notiﬁed the instructor ahead of their
anticipated absence. Patients were pleased that the classes
were held at the QCHC clinic because theywere familiar with
the location and staff and able to coordinate the classes with
their regularly-scheduled medical appointments. Patients
felt that the program provided motivation for behavioral
change and noted that “having to report back to the group at
the end of the week provided an extra nudge to complete
action plans.”(2) Insufﬁcient investment in training and education for providers
and staff. Stakeholders identiﬁed that one of the challenges of
implementing the Wellness Pathway came in trying to ach-
ieve buy-in and engagement from busy providers and staff at
the clinic site. Several weeks into the start of the program,
some providers in the clinics were still not aware of the
program or their role in it. Even following staff education at
an all-staff meeting, health care provider engagement in the
Wellness Pathway remained inadequate.
(3) Need for more robust patient-recruitment techniques. Stake-
holders acknowledged that successfully enrolling patients in
the Wellness Pathway was challenging. While the ﬁrst EBP
class included six participants, the location of the class had to
be changed from the multipurpose senior center to the
health center to solicit participation and make it easier for
patients to attend while they were at the clinic. In the future,
stakeholders felt it would be strategic not only to encourage
providers to refer patients into the program, but also to
market the program directly to patients.4. Discussion
Though the importance of extending care outside of the physi-
cian's ofﬁce visit is being increasingly recognized by providers,
payers, and policymakers, partnerships between providers and
CBOs continue to be limited in number and effectiveness.9 The
results of this pilot highlight barriers to the coordination of services
between health care providers and community-based resources.
The primary challenges that arose resulted from inadequate
engagement of providers and patients, and strategies to overcome
these challenges are discussed below.
Both health care providers and CBO staff were slow to utilize the
Wellness Pathway, as incentives for participation were not aligned.
Aligning incentives is a critical step in promoting behavior change
in providers. Value-based payment is one such strategy to incen-
tivize the adoption of health careecommunity collaborations. For
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risk in patient care, the use of low-cost resources available in the
community become increasingly important in defraying costs
associated with preventable hospitalizations and Emergency
Department (ED) visits. However, more immediately, we believe
that another solutionmay involve the creation and implementation
of externally-reported quality metrics that measure the existence
and extent of community-based linkages. Movement in this di-
rection would express the importance and immediacy of linking
health care and community-based resources and would allow
barriers to be more swiftly identiﬁed and resolved across sites.
In addition to obstacles to provider engagement, barriers to
patient engagement also need to be addressed. Patient engage-
ment can be promoted by increasing awareness of the Wellness
Pathway, highlighting beneﬁts of coordinated and comprehen-
sive care, and reducing barriers to participation. Much of the
promotion and education around the Pathway can happen
remotely through ﬂiers, patient letters, word of mouth, etc.
However, the value of the Wellness Pathway should also be
emphasized at points of patient contact with the health care
system or the CBO. Speciﬁcally, providers and staff should
highlight the improved outcomes associated with receiving care
across the continuum of health and wellness. It is also necessary
to address barriers (child care, parking, etc.) to access and
participation.
In order to determine whether the Wellness Pathway can help
provide accountable and value-based care across a population of
patients, it will need to be evaluated further with regard to cost,
health outcomes, and patient satisfaction. If it is successful in
reducing costs and improving outcomes, this is likely to be a
model that can be implemented in communities across the
country.
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